Objective -To test the hypothesis that the relationship between deprivation and mortality is weaker among residents of non-metropolitan areas of England and Wales than among residents of metropolitan areas. Design -This study compared mortality, expressed as standardised mortality ratios (SMRs), in residents of metropolitan and non-metropolitan districts at three levels of deprivation classified by an electoral ward deprivation score and by home and car ownership. SMRs were computed for all causes of death, for bronchitis and asthma (ICD9 codes 490-493), and for accident, violence, and poisoning (ICD9 codes 800-999 
The association between deprivation and ill health is beyond dispute, but there is some evidence that the relationship between deprivation (judged by measures such as Jarman' or Townsend2 scores) and health (as judged by mortality or morbidity) differs between metropolitan and non-metropolitan areas of England. None of this evidence taken in isolation is compelling, but collectively it seems to add up. For example inner London districts stand out from the rest of the country as having low mortality rates relative to their deprivation scores. 3 The metropolitan wards of Tyneside have a higher correlation coefficient than the non-metropolitan wards of Northumberland and Cumbria between deprivation and a composite health score ofmortality, low birth weight and permanent sickness.2 A morbidity study in London found a relationship between Nottingham health profile scores and deprivation assigned by enumeration district,4 but no such relationship was evident in a similar study in north east Essex.' An ecological study of hospital use in the Wessex region ofEngland, which consists entirely of non-metropolitan districts, found that deprivation was not a predictor of hospital use.6 Watt et al have provided a general review of health in rural populations compared to town dwellers in the UK. 7 Although these studies provide some evidence, for both mortality and morbidity, of differences between metropolitan and nonmetropolitan areas, they all have a number of limitations, chief among them being ecological design or limitation to small parts ofthe country (dictated by the researcher's place of work rather than the hypothesis being tested).
The longitudinal study (LS) of the Office of Population Censuses and Surveys (OPCS) affords an opportunity to explore further the relationship between deprivation and mortality in metropolitan and non-metropolitan areas while avoiding the limitations of ecological design and geographical specificity. This study links census and vital event data for individuals, from 1971 onwards, on a 1 % sample of the population of England8 and Wales and is of proven value for documenting social class variation in health.9-" I thought it would be interesting to use this data set to test the hypothesis that the relationship between deprivation and mortality differs between metropolitan and non-metropolitan areas of England There was a clear gradient of all cause SMR from low to high deprivation for both males and females in both metropolitan and nonmetropolitan areas. The SMRs for metropolitan and non-metropolitan areas are similar at each level of deprivation with overlapping 95% confidence intervals, though there is a suggestion of greater separation in the category of medium deprivation.
For bronchitis, asthma, and emphysema there is again a clear gradient, for both metropolitan and non-metropolitan areas, of SMR with deprivation classified by Carstairs score. This gradient is more marked than for all cause mortality. Classification by home and car ownership accentuates the SMR difference between the low and high categories of deprivation for both males and females, but produces some anomalies in the medium category: the highest point estimates of SMR for bronchitis, asthma, and emphysema are the medium deprivation category (in metropolitan areas for males and in non-metropolitan areas for females). If we examine the absolute level of SMR rather the difference between deprivation cat-5essop egories, and use the ward deprivation classification, it seems that males in metropolitan and non-metropolitan areas have almost the same SMR for this group of causes at low deprivation levels, while at medium and high levels of deprivation the point estimates for SMR are higher in the metropolitan dwellers. Among females it is the high deprivation group which has similar SMRs; at low and medium levels of deprivation the point estimates for SMR are higher in metropolitan areas. None of the differences in SMR between metropolitan and non-metropolitan dwellers, using either classification, is statistically significant at the 5% level since the confidence intervals overlap (albeit only just in one instance).
The 
